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Gender Differences in the Prediction of Acute Stress Disorder from Peritraumatic 
Dissociation and Distress among Victims of Violent Crimes  
 
Abstract 
Background. Peritraumatic dissociation and distress are strong predictors of Acute Stress 
Disorder (ASD) and Posttraumatic Stress Disorder (PTSD) development. However, there is 
limited data concerning gender differences in these relations, particularly among victims of 
violent crimes (VVC). Objective. Examine whether peritraumatic dissociation and distress 
predict the number of ASD symptoms differently for men and women VVC. Methods. 162 
adults (97 women, Mage = 39.6 yrs.), 63% of whom experienced physical assaults, completed the 
Acute Stress Disorder Interview, the Peritraumatic Dissociative Experience Questionnaire, and 
the Peritraumatic Distress Inventory. Analyses included t-tests and multiple hierarchical 
regressions models controlling for known PTSD risk factors. Results. The regression model 
showed dissociation and distress to be significant predictors of ASD for both men and women (β 
= .349 and β =.312 respectively; all p<.001). A significant 3-way interaction was also observed 
between peritraumatic distress (PDI), past potentially traumatic experiences and gender. In 
simple slopes analyses, the combination of high levels of PDI and of a high number of past 
potentially traumatic events were associated with greater risk of ASD in men only (b=3.78, 
p<.001). However, women experienced greater PDI (t (157) = 5.844, p = .005) than men, and 
elevated distress was associated with more ASD symptoms independently of past traumatic 
events. Major implications. Gender differences were revealed as a function of past potentially 
traumatic experiences. There is a cumulative impact of past potential traumas and current distress 
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Gender Differences in the Prediction of Acute Stress Disorder from Peritraumatic 




Interpersonal violence is the most common traumatic event in the general population 
(Breslau et al., 1998; Norris & Kaniasty, 1994; Stein, Walker, Hazen, & Forde, 1997) and is 
associated with a higher probability of subsequent posttraumatic stress disorder (PTSD), 
compared to other trauma types (Breslau, 2001; Bryant & Harvey, 2003; Kessler, 2000; Van 
Ameringen, Mancini, Patterson, & Boyle, 2008). In addition, more severe and chronic symptoms 
of PTSD have been reported for victims of violent crimes (VVC) (Breslau et al., 1998; Norris & 
Kaniasty, 1994; Stein et al., 1997).The interpersonal nature of the traumatic event may contribute 
to greater psychological distress.  
While less is known about the acute stress and peritraumatic reactions of this population, 
investigations showed that more VVC meet criteria for an acute stress disorder, (20-50%) 
compared to motor vehicle accident (MVA) survivors and burn patients (13-20% and 23.6%, 
respectively) (Bryant & Harvey, 2003;  McKibben, Bresnick, Askay, & Fauerbach, 2008). More 
specifically, in a study on victims of interpersonal violence, 24% met criteria for a full ASD 
diagnosis and an additional 21% obtained a subclinical ASD (Elklit & Brink, 2004). Similar 
prevalence rates were also found among armed robbery victims (25%)(Elklit, 2002). More 
recently, in a study with female victims of sexual assault, the rate of ASD reached 59% (Elklit & 
Christiansen, 2010).   
Acute pathological reactions to trauma were specifically addressed by the introduction of 
the acute stress disorder (ASD) diagnosis in DSM-IV(American Psychiatric Association, 2000). 
It acknowledged the fairly common dissociative symptomatology experienced during or 
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symptoms with PTSD, but requires more dissociative responses (at least three) and can only be 
diagnosed up to one month following the traumatic event. In DSM-5, acute stress responses are 
not divided into clusters and the presence of specific dissociative symptoms is no longer required 
(American Psychiatric Association, 2013). Alternately, ASD is conceptualized in terms of 
severity, requiring the presence of 9 symptoms (out of 14), irrespective of symptoms categories 
(Bryant, Friedman, Spiegel, Ursano, & Strain, 2011). Nonetheless, dissociative reactions are still 
considered in two ways; first, by the addition of other dissociative symptoms to the ASD 
classification (Armour et al., 2015), and second, by the inclusion of a dissociative subtype within 
the PTSD diagnosis.  
Peritraumatic dissociation (PD) refers to alterations, disruptions or gaps in awareness and 
memory that occur during the traumatic event or immediately afterward (Bryant, 2007). It can 
include manifestations of derealization (e.g.,, distorted perception of reality), depersonalization 
(e.g., feeling disconnected from one’s own body), dissociative amnesia, emotional numbing or 
detachment and reduced awareness of one’s surroundings. During a traumatic event, PD may 
serve a protective function as it occludes the distressing event from consciousness (Bryant, 2006) 
by allowing one to detach one’s self emotionally (Feeny, Zoellner, & Foa, 2000). It can also be 
viewed as psychologically adaptive as the individual is momentarily distancing himself from the 
aversive experience. Unfortunately, not properly coping with distress could also maintain it 
(Cardeña & Carlson 2011). Dissociative reactions often prevent proper encoding of the event and 
prevent emotional processing of trauma memories (Bryant, 2007; Friedman, Keane, & Resick, 
2007). As found in a recent study, PD may be more likely to occur in very severe and intolerable 
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rates (73%) were observed for the ASD dissociative criteria in a sample of robbery victims and 
victims of physical assaults (Elklit, 2002). 
 Peritraumatic distress (PDI) is a construct comprised of emotional and physical stress 
responses, including trembling and palpitations, which occur during or immediately after the 
traumatic event. Negative emotions include fear, horror, helplessness, shame and anger, as well 
as the perception that one’s life was endangered. The more one perceives a threat to life, the 
greater the severity of symptoms across all three clusters of ASD (i.e., intrusion, avoidance and 
hyper vigilance) (Elklit, 2002; Norris & Kaniasty, 1994; Johansen, Wahl, Eilertsen, Hanestad, & 
Weisaeth, 2006). It is also hypothesized that presenting with high levels of negative emotions 
during a traumatic event mobilizes available resources that would otherwise facilitate problem 
solving. This could increase the risk that the event will be negatively appraised, and of 
development of subsequent PTSD (Olff, Langeland, Draijer, & Gersons, 2007).  
Both peritraumatic dissociation and distress reactions may increase risk for ASD and 
PTSD (Breh & Seidler, 2007; Elklit & Brink, 2004; Hansen & Elklit, 2011; Johansen et al., 
2006; Martin & Marchand, 2003), with associations showing moderate effect sizes (Brewin, 
Andrews, & Valentine, 2000a; Ozer, Best, Lipsey, & Weiss, 2003). Effect sizes for PDI were 
greater among crime victims compared to accident survivors (Norris & Kaniasty, 1994; Ozer et 
al., 2003). Moreover, presenting with intense peritraumatic emotional distress predicted ASD in 
victims of a bank robbery (Hansen & Elklit, 2011). While not consistently observed (Marshall & 
Schell, 2002; van der Velden & Wittmann, 2008), peritraumatic dissociation was found to 
predict ASD severity in survivors of MVA and physical assaults (Panasetis & Bryant, 2003).  
Contradictory evidence regarding the predictive power of peritraumatic reactions for ASD and 
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Bryant et al., 2011) such as experience of childhood trauma or multiple trauma histories (Hetzel-
Riggin & Roby, 2013).  Differences in research designs (cross-sectional vs. prospective vs. 
retrospective) may also have contributed to mixed findings. Retrospective assessments 
completed a few months after the trauma often reveal higher levels of PD compared to 
assessments soon after the time of the trauma (Ozer et al., 2003). In addition, assessment of ASD 
in the current literature rarely involved structured clinical interviews. Moreover, ASD has 
sometimes been assessed using measures of PTSD, which raises concerns regarding reliability, 
sensitivity and specificity of the diagnosis. Finally, gender is likely to influence peritraumatic 
reactions, but research including gender as a moderator is sparse. 
Epidemiological studies also report that females are usually more likely to experience 
extreme fear then males (Kimerling, Ouimette & Wolfe, 2002). Among victims of interpersonal 
violence specifically, women tend to present with more ASD symptoms then men (Bryant & 
Harvey, 2003; Elklit, 2002; Panasetis & Bryant, 2003) and show a greater risk of developing 
PTSD (Creamer, Burgess, Buckingham, & Pattison, 1993; Tolin & Foa, 2006). Men and women 
show differences in their risk for exposure to traumatic events and in their lifetime prevalence 
rates for PTSD (Breslau, Chilcoat, Kessler, Peterson, & Lucia, 1999; Tolin & Foa, 2006; Van 
Ameringen et al., 2008). Some studies have also reported gender differences in the intensity of 
peritraumatic reactions. Higher levels of PDI were found among female police officers in 
comparison to their male counterparts (Brunet et al., 2001) and elevated levels of peritraumatic 
dissociation and distress were observed among women victims of physical assaults compared to 
men (Johansen et al., 2006). Similar results highlighting men’s resilience to trauma were recently 
obtained among college students (N=61) victims of interpersonal violence (Hetzel-Riggin & 
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emotions, particularly fear and horror, were experienced more frequently by women (Brewin, 
Andrews, & Rose, 2000b). Therefore, gender needs to be taken into consideration when studying 
peritraumatic reactions and their effects on prediction of ASD. 
Prospective research that has investigated gender differences in the prediction of ASD 
specifically remains scarce. Studies on MVA victims found that dissociative reactions were a 
better predictor for ASD among women (Fullerton & al. 2001) and this seemed to explain in part 
women’s higher risk for PTSD in another study (Irish et al., 2011). Moreover, prior exposure and 
multiple trauma histories may also play a role in the observed gender differences. To our 
knowledge this was never examined in VVC.  This highlights the importance of considering 
peritraumatic reactions and prior exposure to further our understanding of gender differences in 
ASD development.  
The current study aimed to analyze gender-based differences among victims of violent 
crimes. The purpose was twofold: first, we sought to examine gender differences in levels of 
peritraumatic dissociation and distress and whether gender had an impact in the prediction of 
ASD symptoms from peritraumatic reactions. Second, we further investigated interactive effects 
of pertitraumatic reactions with gender and past potential traumatic events on the prediction of 
ASD. Considering the exceptionally severe nature of the events to which VVC are exposed to, 
and based on previous results across various trauma populations (Elklit, 2002; Grieger, Fullerton, 
& Ursano, 2003; Johansen et al., 2006; Olff et al., 2007), it was hypothesized that high levels of 
PD and PDI would be observed in the overall sample (Perry, Pollard, Blakley, Baker, & 
Vigilante, 1995; Steuwe, Lanius, & Frewen, 2012). Keeping in mind the studies that have 
showed women’s greater risk, the major hypothesis of this study was that peritraumatic reactions 
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ASD in women compared to men. No hypotheses were developed for the second objective, as 




Victims of violent crimes were recruited within a larger longitudinal study on the risk for 
ASD and PTSD, and the efficacy of a cognitive-behavioral treatment involving a significant 
other in the treatment of ASD. A sample of 89 men and 125 women, aged 18-75 years (Mage= 
39.4 years) was recruited via collaborations with the Montreal Crime Assistance Center (CAC) 
from 2009-2014. To be eligible, participants had to meet the following criteria: (a) having been 
exposed to a violent crime within thirty days prior to the reference from the CAC; (b) be at least 
18 years of age (c) have a good mastery of French or English. Exclusion occurred if they 
presented with a current psychiatric diagnosis, bipolar disorder, past or present psychotic 
episode, organic brain disorder, traumatic brain injury and/or active suicidal ideations.  
Procedure 
A CACs’ counselor initially informed each participant of the research project. Individuals 
willing to participate were all contacted within 28 days following exposure to the traumatic event 
by telephone and received a standardized and detailed description of the study. Following verbal 
consent, a short interview (20 min.) assessed the victim’s eligibility to the project and specified 
the event’s circumstances.   
Eligible participants then underwent semi-structured clinical interviews at the Trauma 
Studies Center a mean of 24.6 days (SD=9.68) after the event. Signed consent was obtained. 
Trained doctoral level female research assistants conducted interviews. The interview assessed 
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ASD and PTSD. Socio demographic questionnaires were administered and participants were 
again asked to provide a detailed description of the traumatic event. For each completed 
assessment, participants received a 20$ compensation. All interviews were audiotaped in order to 
evaluate inter-rater reliability. The Research and Ethics Board of the Institut Universitaire en 
Santé Mentale de Montréal approved this study. 
Measurement 
Socio-demographic variables 
Data on gender, age in years, marital and employment status, and education levels were 
collected.  
Psychological Variables 
Only variables of relevance for the present article are reported below. 
ASD was assessed using the semi-structured Acute Stress Disorder Interview (ASDI;(Bryant, 
Harvey, Dang, Sackville, & Basten, 1998)). As data collection for the current study was 
completed before publication of the DSM-5, presence of ASD was established using criteria 
listed in the DSM-4-TR. The ASDI assesses ASD criteria according to the presence of 19 
symptoms (A1; perception of life threat, A2 presence of fear, horror and/or helplessness, B; at 
least 3 dissociative symptoms, C; at least 1 re-experiencing symptom, D; at least 1 avoidance 
symptom, E; at least 1 hyperarousal symptom) giving a total acute stress disorder severity score. 
Psychometric properties are excellent (0.90 for internal consistency and test-retest reliability 
0.88). Sensitivity and specificity are also very good (91% and 93% respectively) (Harvey & 
Bryant, 1999). ASD was evaluated as a continuous variable measuring the severity of the 
diagnosis based on the number of symptoms met. This allowed for inclusion of participants with 
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ASD than meeting each individual symptom cluster (Hansen & Elklit, 2013). In our sample, 
kappa for inter-rater reliability on ASD diagnosis was 0.69.   
Peritraumatic dissociation was measured with the Peritraumatic Dissociative Experiences 
Questionnaire (Marmar et al., 1994), the most common measure to assess PD (van der Velden & 
Wittmann, 2008). The 10-item self-report instrument assesses retrospective reports of 
derealization, depersonalization, and dissociative amnesia, out of body experiences and altered 
time perception or body image. Peritraumatic dissociative experiences are assessed on a Likert 
scale (1: not at all true, 5: extremely true). A cut-off score of 15 and higher can be used to 
identify highly dissociative individuals (Civilotti et al., 2015). The validated French version was 
used (Martin & Marchand, 2003) which has good internal consistency (0.85) and test-retest 
reliability (0.88).  
Peritraumatic distress was measured using the Peritraumatic Distress Inventory (Brunet et 
al., 2001). Thirteen items are answered on a four-point Likert scale (0; not at all, 4; extremely 
true) capturing experiences of perception of life threat (6 items) and negative emotions (7 items), 
during or immediately after the event. The internal consistency (0.83) and test-retest reliability 
(0.79) for the French version are good (Jehel, Brunet, Paterniti, & Guelfi, 2005). A cut-off score 
of 14 and higher can be used to identify highly distressed individuals (Guardia et al., 2013). 
 Occurrence of stressful events and the availability of social support were measured 
respectively with the Social Readjustment Rating Scale (Holmes & Rahe, 1967) and the Social 
Provisions Scale (Cutrona & Russell, 1987). Occurrence of stressful events was scored with the 
sum of acute stressors identified by each participant, from a list of 43 stressing events (i.e., score 
of 1 to 43). The Social Provisions scale assessed the perceived availability of social support with 
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 Exposure to past potentially traumatic events was measured by the Life Events Checklist, 
a widely used self-report measure, concurrently developed with the Clinician-Administered 
PTSD scale (Blake, Weathers, & Nagy, 1998). Seventeen items assess exposure to potentially 
traumatic events using a Likert scale (it happened to me, I witnessed it, I have heard of it, n/a). 
Psychometric properties are adequate with fair reliability (stable over a 1-week period) and 
strong convergence with other measures associated with trauma exposures (e.g., Modified PTSD 
Symptom Scale)(Gray, Litz, Hsu, Lombardo, 2004).  
Data Analyses 
214 victims of violent crimes participated in this project. However, analyses were based 
on 162 participants (97 women) for whom complete data were available for the ASD. Our 
sample was distributed normally on main variables and covariates; therefore no data 
transformations were required.  
 Descriptive analyses were first performed using mean scores and standard deviations (SD). 
Potential covariates were included based on a review of significant ASD and PTSD risk factors 
(Armour & Hansen, 2015; Brewin, Andrews, & Valentine, 2000a; Hansen & Elklit, 2011; Ozer 
et al., 2003) or were found to be significant (Pearson’s r > 0.25) risk factors for our population. 
They included number of potentially past traumatic events, previous PTSD diagnosis, perceived 
social support, additional stress following exposure to the event and type of event (e.g., sexual 
assault, physical assault). Preliminary analyses confirmed that previous potentially traumatic 
events appeared to be a significant moderator of the number of ASD symptoms and was 
therefore included in the final regression model below. 
 To meet the first objective, statistical analyses primarily involved multiple t-tests for 
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reactions separately and then on scores from the PDI subscales (perception of life threat and 
negative emotions). As for the main analyses, a multiple hierarchical regression model was used 
to test whether peritraumatic dissociation (PD) and peritraumatic distress (PDI) predict ASD 
differentially according to gender. This model included 124 participants (75 women) because of 
missing data in some of the covariates. Predictor variables were standardized. ASD was entered 
as a continuous variable. Relevant covariates were entered simultaneously in Block 1; the main 
effects (PD and PDI) were entered in Block 2. Step 3, included the 2-way interaction terms 
(gender*dissociation, gender*distress, gender*previous traumatic events) and the 3-way 
interaction term (gender*distress*previous trauma) was entered in Block 4. Statistical 
significance was set at p<0.05. Significant interactions were evaluated using simple slopes 
analyses with lower and higher estimates for PDI and past potentially traumatic events based on 
values ±1 SD from the mean (Preacher, Curran, & Bauer, 2006).  
 
Results 
Participant’s characteristics are presented in Table 1. This study involved survivors of 
different types of crime, categorized as follows: a) physical assaults b) sexual assaults and/or 
domestic violence c) other violent crime which included receiving threats, home invasions, 
armed robbery or witnessing a violent crime. In our sample, 47.7% men (n=31) and 53.6% 
women (n=52) suffered from ASD (according to the number of symptoms met). Preliminary 
analyses revealed a gender difference according to the type of traumatic event (χ2 (2)= 21.570, p 
< .001), with more women victims of sexual assault or domestic violence compare to men. For 
men, physical assaults were more prevalent in our sample (see Table 1). Dummy variables were 
created on current trauma (type of crime) and then added as covariates in the hierarchical 
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Gender differences in peritraumatic dissociation and distress 
Women experienced significantly greater PDI (t (157) = 5.844, p= .005), more negative 
emotions (t (158) = 2.205 p =. 001), and perceived life threat (t (158) = 0.630, p =. 010), 
compared to men (see Table 1). No gender differences were found for peritraumatic dissociation. 
Identifying potential covariates 
 
Correlational analyses were first performed on the overall sample revealed significant 
moderate to high associations between peritraumatic variables and ASD. T-tests also revealed 
that individuals with a past PTSD diagnosis had a significantly higher number of ASD 
symptoms. Please refer to Table 2 for complete results. Associations between covariates and 
ASD (# symptoms) were then analyzed for men and women separately and revealed somewhat 
different results with significant but modest associations with previous PTSD diagnosis as well 
as with previous potentially traumatic events in women but not men (see Table 2).  
Predictors of the number of ASD symptoms in men and women 
The regression model and reporting of standardized Betas (𝛽) are detailed in Table 3. The 
simple slopes analysis below, however, gives the unstandardized coefficient (b), as provided by 
analyses conducted on http://quantpsy.org/interact/mlr2.htm. Block 1 revealed that a previous 
PTSD significantly predicted current ASD symptoms. Greater peritraumatic dissociation and 
distress were both associated with a greater number of current ASD symptoms in Block 2 (see 
Table 3). 
The 3-way interaction was statistically significant (𝛽 = −0.312, 𝑡 = −4.082,𝑝 <
0.001), and further analyses were conducted on this interaction term, as displayed in Figure 1 
(men) and Figure 2 (women). Figure 1 indicates that greater levels of PDI and a high or average 
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among men (b =3.781, p <. 001) and (b =2.169, p <. 001), respectively. PDI was not significantly 
associated with ASD risk in men who experienced a low number of past potentially traumatic 
experiences (b=0.56, p=0.40). In women, high PDI is associated with more ASD symptoms even 
when they experienced few past potentially traumatic experiences (b=1.39, p=0.02), as shown in 
Figure 2. Moreover, in women with a high number of these difficult past experiences, risk for 
ASD did not differ according to levels of peritraumatic distress (b=-0.40, p= 0.54). No 
significant multicollinearity was observed condition index < 3, VIF<2 for all variables (Belsely, 
Kuh, & Welsch, 1980). 
Two covariates included in the model (additional life stress and perceived social support) 
had more than 5% missing values. To verify the impact of missing data, we conducted a multiple 
imputation command. Regression results yielded from imputed datasets did not differ from the 
original data and as such, the latter were used for analyses (N=124). 
Post-hoc analyses 
 To verify if our results could be explained by the fact that few women in our sample had 
low levels of PDI and that few men were found in the groups of high past potentially traumatic 
events and low distress, we conducted an additional mediation analysis. We examined whether 
peritraumatic distress mediated the relationship of past potentially traumatic events and number 
of ASD symptoms, and whether this differed for men and women. Covariates were as described 
previously. There was a significant relation between past potentially traumatic events and ASD 
(b=0.333, p=0.001) in women. When PDI was controlled for, ASD was not predicted by 
previous potential traumas (b=0.805, p=0.056), suggesting a partial mediation through PDI 




Peritraumatic Reactions, Gender and ASD 
	  
	   	  
16	  
traumas through peritraumatic distress in women (z=2.08, p= 0.037). Among men, past 




The current study investigated gender differences in peritraumatic reactions and ASD 
among VVCs. Results confirmed that peritraumatic reactions were significant predictors of ASD 
symptoms in both men and women, and found a gender-specific impact of past potentially 
traumatic events on the relation between peritraumatic distress and ASD symptoms. To our 
knowledge, this study is the first to show men’s increased vulnerability for ASD as a result of 
cumulative effects of past potential traumatic experiences and PDI. In women, past potentially 
traumatic events increased risk for ASD as a result of experiencing higher PDI.  
Peritraumatic reactions in men and women 
As expected, high levels of acute stress reactions were observed in the current sample, 
and women reported significantly more negative emotions and higher perception of life threat 
compared to men. These findings are consistent with recent studies (Christiansen & Hansen, 
2015; Valdez & Lilly, 2014; Johansen et al., 2006;). Display of emotional reactions to traumatic 
events, such as fear (also part of the A2 criteria), depend largely upon the subject’s appraisal of 
the trauma. Greater PDI in our women participants may indicate their proneness to negatively 
assess the event compared to men, as previously suggested (Olff et al., 2007). Likewise, women 
also seem to be quicker in responding to threat signals. Alternatively, it has been stated that men 
usually show a greater sense of control (Olff et al., 2007) possibly preventing intense emotions to 
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Unexpectedly, no gender differences were found for peritraumatic dissociation. These 
results are surprising since many studies seem to identify women as more vulnerable to PD 
(Ditlevsen & Elklit, 2012; Lilly & Valdez, 2012; Tolin & Foa, 2006). Our results may reflect the 
propensity to endorse dissociative reactions demonstrated by our victims. Effectively, high levels 
of PD (MPD=29) were experienced by both men and women, and the highly prevalent nature of 
dissociative symptoms around the time of the trauma could have limited variance and predictive 
power of this variable (Cardeña & Carlson 2011). Furthermore, a recent study showed an 
increase in dissociative symptoms among females who reported more childhood and adulthood 
sexual trauma (Armour, Elklit, Lauterbach, & Elhai, 2014). Differences in results might be 
explained by the fact that only one quarter of our female participants experienced a sexual 
aggression as the event of reference.  
Peritraumatic reactions predicted a higher number of ASD symptoms in both men and 
women. Our main effect for PD might be explained by the ASD prevalence in our sample 
(47.7% men and 53.6% women suffered from ASD) compared to other studies with lower ASD 
rates. However, peritraumatic reactions did not predict the number of ASD symptoms differently 
for men and women. That gender did not moderate the relation between peritraumatic 
dissociation and ASD may suggest that our observed main effect for PD could be confounded by 
existing mental health issues understood as specific ASD responses, during the first days or 
weeks post-event (Keane, Kaufman, & Kimble, 2004). Although we controlled for many 
variables identified in the literature, existing psychological problems were not taken into account 
in our regression model as they did not appear to be significant risk factors (e.g., Ozer et al., 
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that being female and having a high number of reported traumas were not associated to the 
likelihood of having a more dissociative subtype.  
Number of past potentially traumatic events as a moderating variable of the relation 
between peritraumatic distress and ASD in men 
The number of past potentially traumatic events played a different role for men and 
women in predicting ASD, adding to the small body of research regarding gender differences in 
crime victim populations. More specifically, it moderated the relationship of PDI with ASD in 
men. The cumulative impact of multiple traumas and current distress may render them more 
vulnerable to ASD development. Our findings support the view that childhood and other 
previous traumas may confound the prediction of ASD (Bryant et al., 2011). A study identified 
young boys with past traumas as more vulnerable for adverse brain development (De Bellis & 
Keshavan, 2003). It should be noted, moreover, that more than three quarters of our male 
participants were victims of physical assaults compared to 49% of women. This type of crime 
may have more serious consequences in combination to other past potentially traumatic events 
for men. Moreover, men often need to show they are “though” and in control (Levant, Rankin, 
Williams, Hasan & Smalley, 2010) and admitting to have experienced distress during a physical 
assault could threaten this view.  In contrast, having been exposed to few past potentially 
traumatic events for women was associated with greater ASD only in those with high distress. To 
our knowledge this has not been identified previously, as revictimization was related to 
aggravated ASD symptoms for both men and women in one study (Elklit, 2002).  
Peritraumatic distress as a mediator of the relation between the number of past potential 
traumatic events and ASD in women  
Peritraumatic distress and past potentially traumatic events showed robust associations 
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and other psychological factors. In this study, PDI mediated the relationship between past 
potential traumatic events and ASD in women. Previous potential traumas increased risk for 
ASD symptoms in women by virtue of the greater peritraumatic distress it triggered. A greater 
number of past potentially traumatic events may heighten awareness to danger and could bring 
harsh negative emotions back to memory therefore producing, higher distress for women. The 
fact that this was not observed in men may come from men’s tendency to experience emotions 
with lesser intensity (Grossman & Wood, 2003). One previous study reported similar results with 
PTSD.  Peritraumatic fear, horror and helplessness included in the PDI construct were among the 
few significant mediators to add a unique contribution to the relationship between gender and 
PTSD (Christiansen & Hansen, 2015).  
Our results endorse the importance of considering peritraumatic reactions and subjective 
experiences in understanding gender differences in ASD and give weight to the role of pre 
trauma factors in this relationship.  
Strengths, Limitations, and Implications 
This study contains a number of limitations. Some challenges inherent to VVC can partly 
explain study limitations such as varied antecedents of previous trauma. Legal procedures, also 
specific to crime victims, can impact their involvement in a study (Parsons & Bergin, 2010). This 
could account for our moderate sample size (15% of individuals did not fully complete the array 
of self-reports questionnaires). However, our socio-demographic data are comparable to studies 
with larger samples that tested sex/gender differences (Andrews, Brewin, & Rose, 2003; 
Christiansen & Hansen, 2015). Again, assessment of ASD diagnosis within 30 days was only 
made possible for 69% of participants. Although we believe this would not impact the results 
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limitation is also present in several other studies (Elklit & Brink, 2004; Elklit & Christiansen, 
2010; Hansen& Elklit, 2013). Finally, the current investigation focused on men and women 
victims of violent crimes in Canada. Caution is advised for generalizability of results to all 
survivors of traumatic events, and cultural differences could apply. Further, most participants 
had a high number of ASD symptoms suggesting a possible selection bias. Victims with less 
severe symptoms of distress may have deemed intervention unnecessary, and thus decided not to 
participate in the study. 
Nonetheless, the present investigation has numerous strengths and contributes to the 
literature in substantial ways. First, this is a prospective investigation and analyses performed 
were conservative in that they controlled for numerous confounding variables. Notably, this is 
the first study to directly test gender differences in peritraumatic variables’ capacity to predict 
ASD symptoms among victims of violent crimes. Particularly novel was the exploration and 
weight given to past potentially traumatic events in explaining gender differences, as suggested 
in previous research (Crevier, Marchand, Nachar, & Guay, 2013). To our knowledge, few studies 
regarding gender differences have used a semi-structured clinical interview to assess ASD 
(Armour et al., 2014). Typically, self-reported measures are used (Valdez & Lilly, 2014), and 
ASD symptoms can be hard for victims to understand possibly weakening the specificity of the 
instrument. Indeed, many of our participants met criteria for ASD diagnosis in this study; in 
comparison with other studies on crime victims (Armour & Hansen, 2015). Finally, acute stress 
reactions were tested with validated instruments instead of simply adding questions to other 
measures.  
In sum, peritraumatic distress is an important peritraumatic risk factor for men and 
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ASD, despite its suppression in DSM-5 (Christiansen & Hansen, 2015; Hansen & Elklit, 2011). 
Novel findings concern how pre and peritraumatic variables can account for gender differences 
in ASD. Clinically, this research suggests the potential need to establish gender specific 
assessments and interventions. For example, knowing that men with a history of previous 
potentially traumatic experiences and who experienced considerable PDI over the current event 
will be at greater risk for ASD development will assist clinicians in addressing specific pre-
traumatic factors when assessing male participants. Another key implication lies with the 
detrimental effect PDI can have on women. This shows the importance of assisting women who 
have experienced previous trauma before any revictimization occurs in the hope of reducing their 
risk later on. Adding cognitive measures in assessments as well as bearing in mind the 
importance of assessing the victim’s appraisals of trauma to development and occurrence of 
peritraumatic distress could guide early interventions. Finally, this research reinforces the 
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Table 1. Profile of the Participants and Gender Differences in Potential Covariates 
  Men (n=65) Women (n= 97) 
Age (years ± SD) 42 (15.7) 38 (12.8) 
   
Marital Status n (%)   
Single                                                                                                                                       55.4 50 
Married/Living with someone 33.8 31.3 
Separated/Divorced/Widowed 10.8 18.8 
   
Education n (%)   
High School diploma or less 60 59.8 
Post-Secondary 40 40.2 
   
Employment Status (%)   
Employed 66.2 66 
   
Previous PTSD (%) 13.8 18.6 
   
Current traumatic Event n (%)*   
Physical Assault 83.1 49.5 
Sexual Assault or domestic violence 3.1 26.8 
Other violent crime (threats, witness) 13.8 23.7 
   
Peritraumatic Dissociation 29.23 29.18 
Peritraumatic Distress * 25.71 30.84 
Perceived life threat * 12.94 15.25 
Negative emotions ** 12.92 15.59 
ASD Diagnosis (%) 47.7 53.6 
ASD symptoms (#) 12.12(4.07) 13.13(3.54) 
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Table 2. Univariate Associations (and p values) between ASD and Demographic variables, 
Peritraumatic Reactions, Potential covariates (Pearson’s r and t-tests) According to Gender 
 
 
 N Total Men (n=65) Women (n=97) 
Age ns ns ns 
Education ns ns a 1.907 (.035) 
Peritraumatic Dissociation b .467 (<.001) b .528 (<.001) b .426 (<.001) 
Peritraumatic Distress b .468 (<.001) b .523 (<.001) b .388 (<.001) 
Past PTSD Diagnosis a5.024(<.001) ns a 6.227 (<.001) 
Previous Potential Traumatic 
Events 
b .177 (.026) ns b .270 (.008) 
Additional Stress ns ns ns 
Perceived Social Support ns ns ns 
  
    a: F obtained from a t test 




Peritraumatic Reactions, Gender and ASD 
	  
	   	  
32	  
Table 3. Summary of Hierarchical Regression Model of Peritraumatic Dissociation and 
Distress in Predicting Acute Stress Disorder (# symptoms) in Men and Women  
 
 
Step 1 β t p 
Gender 0.176 1.839 0.069 
Previous PTSD 0.191 2.085 0.039 
Type of event: Sexual assaults      -0.022 -0.221 0.825 
Type of event: Other crimes      -0.018 -0.191 0.849 













Perceived social support 0.026 0.287 0.775 
Fmodel (7,116) =1.913, p = .074 
R2model =0.103, R2adj =0.049 
    
Step 2 β t p 
                                                                   0.349                3.921                 
<.001 
Dissociation   
Distress                                                            0.312               3.275                  
.001 
 
Fmodel (9,114) =7.418 , p<.001 
R2model =0.369 , R2adj =0.320 
Step 3  
gender* dissociation                     -0.035             -0.391                 
0.696 
gender * distress                                                     -0.168            -1.829                  
0.070 
gender * previous traumatic events                         0.141              1.708                  
0.090 
distress * previous traumatic events                   0.025              0.305                  
0.761 
 
Fmodel (13,110) =5.874 , p<.001 
R2model =0.410 , R2adj =0.340 
Step 4 
gender * distress * previous 
trauma       -0.312      -4.082          <.001 
Fmodel ( 14,109) =7.421, p <.001 
R2model =0.488 , R2adj =0.422 
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 Figure 1 
 
 
Figure 1: (**) Among men, experiencing high peritraumatic distress and moderate to high 
number of past potentially traumatic events are associated with a greater number of ASD 
symptoms (b=3.78 and b =2.17, respectively p<0.001). PDI and number of past potentially 
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Figure 2: (*b=1.39, p=0.02). PDI and number of past potentially traumatic events are depicted 
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